This paper describes the reconnaissance function for the siting of deployable field hospitals. It reports two levels of reconnaissance, theatre/ operational and tactical. The paper describes the factors to be considered when conducting the reconnaissance and the format of the reconnaissance report.
Introduction
This paper draws on the previous paper by Bricknell on the Organisation and Design of Field Hospitals published in this Journal (1) . That paper referred to both the processes of reconnaissance and siting when discussing field hospital deployment. Field hospitals have been central to the medical support of military operations in the last two decades. This has required the planners at the operational and tactical level to deploy the clinical capability of a field hospital in varying locations, each with its own environmental challenges. These have included the Falklands, Middle East, Africa, Nepal and the Balkans. Locations have ranged from a greenfield or brownfield site, to desert sites and urban sites. This experience, combined with the staff processes encountered during the planning for various exercises since 1999, form the basis of the principles outlined in this paper. The aim of this paper is to describe the reconnaissance function within a field hospital in order to enable members of the AMS to standardize processes at unit level.
Historical Background
Lieutenant Colonel T B Nicholls RAMC published a book titled the Organization, Strategy and Tactics of the Army Medical Services in War in 1937 (2) . Chapter 10 describes the role and function of the Casualty Clearing Station (the precursor of the current Regular field hospital). Many of the principles published in this book were based on lessons learnt from the First World War and are as relevant today as they were in August 1918. ' A detailed reconnaissance was required for all of these sites in order to create the plan that resulted in the successful establishment of a functioning Role 3 facility. The challenge becomes all the more difficult as the medical services try to achieve peacetime levels of care in austere and challenging environments. Field hospital reconnaissance is normally carried out at two distinct levels: theatre/operational and tactical. At this level the medical planner's equipment is limited to that which can be carried by an individual. A laptop computer with the ability to connect to the internet is highly desirable. In addition to allowing the draft report to be written whilst on site, commanders can be back-briefed using presentation software. Internet access allows the individual to access a vast library of information and medical intelligence to assist in the medical estimate. A digital camera with a good pixel definition will allow the individual to take photographs, which can be used in the final report and subsequent briefs.Template design solutions should be loaded on the computer in order to act as an aide-memoire.
Theatre/Operational Reconnaissance
The main output at this level is to provide sufficient information for the strategic headquarters to be able to include a plan for the Role 3 component in the Medical Directive. This will allow HQ LAND Command, as the Mounting Authority, to conduct its own estimate and issue a Directive to the field hospital(s) required to deploy. This information should also enable the start of the process of generating reinforcements to augment the cadre staff of the field hospital(s). The individuals involved in the reconnaissance should be prepared to attend planning conferences held prior to the deployment of forces.
Tactical Reconnaissance
The field hospital reconnaissance group is likely to deploy as part of a larger logistic tactical reconnaissance group. The field hospital reconnaissance group should conduct detailed reconnaissance of all the proposed sites, based on the information contained within the Medical Reconnaissance Report and direction from the logistic Commander. This information will allow the hospital commander to conduct the unit level estimate at the tactical level, then issue his desired plan for approval to higher formation.This plan should include a tactical estimate, a detailed pre-deployment site survey (PDSS) and a site template. These documents are vital for the engineers and staff planners in the logistic headquarters to ensure the hospital is provided with the necessary resources (engineer, transport and pioneer support). These documents then become central to the unit level planning.
At the tactical level the field hospital Reconnaissance Group will normally consist of 4 personnel. The principal officer will be the Commanding Officer or the Second in Command. The Regimental Sergeant Major or the Clinical Squadron Sergeant Major will fill the second slot, dependent upon experience in post. The lead planning officer's function is to produce the overall plan and to liaise with outside agencies and higher formations. The second planning officer's role is to have a detailed knowledge of the units' requirements in terms of manpower and infrastructure. The third planning officer slot is filled by a member of support squadron, either the Regimental Quartermaster Sergeant (Maintenance) or (Technical). Their role is to provide the group with the field hospital requirements for the support elements: power, environmental control, supply and catering. The fourth member is normally the Radio/Driver Operator Regimental Signal Instructor, to allow the group to establish the initial unit communications requirement. Extra members of unit personnel, such as unit artisans (electrician, plumber or carpenter) may be included in the reconnaissance group to provide specialist advice.
It would be hoped that by this stage in deployment, an element of the Field Hospital might be in Theatre. Thus, unit equipment will be used to support the field hospital reconnaissance group, including a Land Rover fitted for radio and trailer. This should hold sufficient material, such as accommodation tents, to sustain the reconnaissance party. In addition to this, certain specific equipment is needed. This includes:
(1) Pedometer for confirming the site is sufficient in size to accommodate a field hospital. It will be used to allow the reconnaissance party to mark out ground templates to allow departments to be built quickly once the activation party is on site. 
Factors For Siting A Field Hospital
The medical contribution to the estimate process is covered in some detail in the Medical Supplement to ADP Volume 3 (3). The determination of the Role 3 plan at the Operational level should be based on the conventional '4 D's': demand, distance, destination and duration. This plan should consider the '4C's' (capability, capacity, convenience and continuity) under each of the 4D's. The Operational medical directive will specify the Role 3 requirement by capability (including Theatre level specialisations such as a public health laboratory), capacity and general location. It should be noted that experience from World War II advised that concentration of medical units in the corps area (ie. behind the divisional rear boundary) led to greater efficiency. The advantages were that there was a single destination for casualty evacuation and that minor casualties could be filtered off to the field dressing station and thus reduce the casualty flow to the casualty clearing stations (200 bed field hospitals). The workload at the casualty clearing stations could be managed in rotation, with a period of receiving followed by a period of consolidation and evacuation. This ensured that the clinical staff were not overwhelmed (4).
The tactical estimate for the field hospital is principally concerned with the exact location of the field hospital, the deployment plan and the detailed clinical capability requirements. The field hospital should be located near transport links (including airheads), with good road access. Ideally, mains services (water and electricity) should be available but damage to the local infrastructure may preclude this. The best location for a field hospital is an empty hospital building, but any building with large open spaces may be used to good effect. Experience in World War 1 led to casualty clearing stations (200 bed field hospitals) being sited in tents away from built up areas as these were often targets for artillery fire 
Format Of The Reconnaisance Report
The written report is the principal planning document that results from the reconnaissance. Whilst similar at both levels, the level of detail changes when it migrates from the operational to the tactical. Although there is no formal format, the estimate provides a useful structure. This has the advantage in that it supports those who will be using the report to formulate their own plans and directives, using the estimate process as the principle tool. The report should include three appendices:
(1) Role 3 Estimate. This document is produced at the operational and tactical level. This allows superior and subordinate headquarters to follow the medical planner's train of thought. The additional information in the tactical assessment of tasks that might be included in the medical estimate for field hospitals is shown in Table 1 . Other -Royal Navy, Joint Capabilities, HNS
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